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Medication safety in anesthetic practice
To the Editor: The editorial by Orser 1 on medication safety in anesthetic practice lists 17 recommendations to help reduce the incidence of medication errors. One of these is to "pre-label syringes" (note pleural) before drawing up the drug. I do not think this is a good idea. It is much better to check the ampoule, draw up the drug, recheck the ampoule and then label the syringe. I am aware of an instance of two syringes being pre-labelled 'fentanyl' and 'suxamethonium' and then the other drug being drawn up, with the suxamethonium administered mistakenly to the patient before fentanyl. This was the only instance in six syringe swaps that the syringes were incorrectly labelled. In four of the other cases the syringes had correct colour coded labels. 2, 3 However bad a practice it may be, anesthesiologists use visual cues in their day to day work. Induction agents are usually drawn into 10 mL or 20 mL syringes. An antibiotic and albumin have been administered instead of induction agents. A swap has also been reported 2, 3 between suxamethonium diluted in a 10-mL syringe, to what was described as a convenient concentration for a pediatric patient, and the induction agent. It would seem that the suggestion by Fasting and Gisvold, 4 which I too had made earlier, 2, 3 that one size of syringe be used for one group of drugs should also be one of the recommendations to reduce the incidence of medication errors.
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